Penoscrotal defects can occur for various reasons, mostly after debridement or wide excision in the treatment of Fournier's gangrene, skin cancer such as extramammary Paget's disease, or infections after foreign body injections.^1--3^ For a successful reconstruction, it is important to not only properly resurface the defect but also to maintain the original shape of the penis and scrotum. In this study, we have aimed to introduce the feasibility of the superficial circumflex iliac artery perforator (SCIP) propeller flap to effectively reconstruct penoscrotal defects. Eleven patients with penoscrotal defects reconstructed using the SCIP propeller flap were retrospectively evaluated. The causes of the penoscrotal defects were extramammary Paget's disease in 5, Fournier's gangrene in 4, and foreign body injection leading to complications such as vaselinoma in 2 patients. The average follow-up period was 18 months (range, 4--42 months), and the comorbidities were diabetes mellitus in 3, hypertension in 2, Behcet's disease in 1, and prostate cancer in 1 patient. SCIP flaps were elevated according to the well-known method; however, the source vessel of the perforator was eccentrically located to obtain the long flap after rotation. The average flap length was 19.7 cm, and the average width was 7.7 cm. The average size was 156.7 cm^2^, with the largest measuring up to 24 × 12 cm^2^. The medial superficial branch of the superficial circumflex iliac artery was used as the source vessel in all cases. The average rotation arc was 165° (150°--180°). When a kinked pedicle or an inadequate flap size was discovered after a temporary propeller rotation, skeletonization of the pedicle was performed to gain additional mobility and release the torsion over the long pedicle. The direction of the flap rotation was determined to be toward the direction of a shorter radius, which was rechecked using Doppler ultrasound to ensure perfusion. When decrease of blood flow was expected, the rotation direction was changed. Two cases showed partial necrosis in the tip area of the flap, which were treated using conservative care or scrotal flap coverage. There were no cases of total flap loss or lymphorrhea. Reconstruction of the penoscrotal area with the SCIP flap is one of the many effective methods. It is especially ideal considering loose, elastic, and thin nature of the penoscrotal tissue. Elevation is easily facilitated, and the thickness of the SCIP flap can be easily adjusted without microsurgery.
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